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Abstract 
Aims. Identify parents’ knowledge, beliefs, management and sources of information 
about fever management. 
Background. Despite numerous studies exploring parents’ management of 
childhood fever; negative beliefs about fever and overuse of antipyretics and health 
services for mild fevers and self-limiting viral illnesses continue to be reported.  
Design. Qualitative design using semi-structured interviews and discussions. 
Method. Fifteen metropolitan parents of children aged 6-months to 5-years self-
selected to participate in individual interviews or group discussions. Recruitment was 
through Playgroup Queensland’s online newsletter and letters to all parents from two 
childcare centres. Verbatim and audio data were collected by an experienced 
moderator using a semi-structured interview guide.    
Data analysis: two transcripts were independently analysed by two researchers, 
categories, sub-headings and codes were independently developed, crosschecked and 
found comparable. Remaining transcripts were analysed using developed categories 
and codes.  
Findings. Fever, determined through behavioural changes, was perceived as ‘good’, 
a warning something was wrong. High fever, reported as 38.0ºC to 39.1ºC, was 
considered harmful; it must be prevented or reduced irrespective of concerns about 
antipyretics. Positive febrile experiences reduced concern about fever. Negative 
experiences such as febrile convulsions, media reports of harm, not receiving a 
definitive diagnosis, inaccessibility to regular doctors and receiving conflicting 
information about fever management increased concerns. Parents seek information 
about fever from multiple sources such as doctors, books and other parents.  
Conclusions. Parents’ experiences with and information sources about fever and 
fever management influenced their knowledge, beliefs and practices. Positive 
experiences reduce concerns, health service usage and sometimes antipyretic usage. 
Negative experiences increase concerns, monitoring and antipyretic and health 
service usage.  
Relevance to clinical practice. Health professionals need to update their fever 
management knowledge ensuring it is based on the latest scientific knowledge. They 
must provide parents of young children with consistent, reliable information 
preferably before their first child’s first febrile episode.  
INTRODUCTION 
In 1980 Barton Schmitt (1980) coined the term ‘fever phobia’ to describe parents’ 
unrealistic concerns about childhood fever. Despite nearly three decades of education 
and research parents’ concerns about and fever management practices remain 
virtually unchanged (Crocetti et al. 2001). Most studies focus on parents of febrile or 
injured children; their knowledge, beliefs, practices and demographic predictors of 
these (e.g. Ames et al. 1982, Impicciatore et al. 1998, McErlean et al, 2001). Reports 
of factors influencing knowledge, beliefs and practices are scarce as is research on 
parents of well children. For health professionals, particularly those working in well-
child clinics, this study provides a comprehensive assessment of fever management 
practices useful for assisting parents make health related decisions for their children.  
Literature review 
Numerous  quantitative studies have described the knowledge, beliefs and practices 
of parents with febrile or injured children seeking medical assistance from accident 
and emergency departments, hospitals or community based clinics (e.g. Blumenthal 
1998, Al-Eissa et al. 2000, Sarrell et al. 2002). Temperatures of 38.0ºC and below 
continue to be considered representative of fever (e.g. Blumenthal et al., 1998, 
Sarrell et al. 2002). Beliefs that fever is harmful causing febrile convulsions and 
brain damage abound (e.g., Schmitt, 1980, Al-Eissa et al. 2000; Karwowska et al 
.2002;). Antipyretic administration as the preferred method of reducing fever has 
increased from 67% in 1980 (Schmitt 1980) to 95% in 2002 (Karwowska et al. 
2002). Similarly, overdosing with antipyretics increased from 12% in 1987 (Kilmon 
1987) to 33% in 1999 (Linder et al. 1999). Alternating antipyretics, a potentially 
unsafe practice reported since 2000, increases the opportunity for overdosing with 
either or both antipyretics (Mayoral et al. 2000, Carson 2003). However, the use of 
cold/ice-cold sponging/bathing, alcohol rubs and Aspirin have reduced significantly 
(Drwal-Klein & Phelps 1992, Cranswick & Coghlan 2000, Karwowska et al. 2002). 
 
Qualitative studies are few and report parental concerns, difficulties and practices 
and factors influencing these (Kai, 1996a,b, Lagerlov et al. 2003). Kai (1996a,b) 
concluded practices were influenced by the parenting role; to protect children from 
suffering and harm. Childhood illnesses disempower parents. Monitoring 
temperatures and reducing fevers with antipyretics gives a feeling of mastery and 
medical assistance is sought for reassurance (Kai, 1996a,b, Lagerlov et al. 2003). 
Fever legitimises the use of antipyretics; they calm the child allowing family 
members to get some sleep (Lagerlov et al. 2003).  
 
These studies provide a broad picture of parental fever management practices but 
little insight into the reasons behind them. Data are needed to assist community-
based health professionals positively influence parents’ health decisions. Identifying 
the knowledge, beliefs, practices of, and influencing factors on, parents of well 
children’s practices enables health professionals target these parents’ education 
toward reducing deficits and negative influences and reinforcing positive influences. 
Learning to manage fever at a non-threatening time, when their child is well, would 
assist the reduction of parents’ mismanagement of fever.  
  Aims  
The aim of the study was to investigate influences on fever management practices of 
parents of well children aged between 6-months and 5-years. More specifically, 
parents’ knowledge and beliefs about fever and fever management, methods of 
managing fever, mode of learning to manage fever and the influences of these on 
knowledge, beliefs and practices were explored.  
METHOD 
   Design 
A qualitative study using semi-structured discussions with individuals and groups 
was undertaken to explore parents’ of well children’s fever management, gain an 
understanding of their thinking and generate new knowledge (Minicheillo et al. 
2004). Both methods involve participant explanation, provide insight into sources of 
complex behaviours and motivations and are appropriate in areas of limited research 
(Morgan 2004). Interview dynamics place a burden on interviewees to explain 
themselves to the interviewer; in group discussions group members query each other 
and explain themselves to each other (Morgan 2004).  
  
Ethical approval was obtained from the university human research ethics committee. 
Voluntary participation was by informed written consent with assurances of 
confidentiality and anonymity.   
Sample 
A purposive convenience sample of 15 metropolitan parents self selected to 
participate. Eligibility criteria included aged 18 years or older, able to read and 
converse in English and being a parent and primary caregiver for a child aged 
between 6-months and 5-years. All participants were female, married (86.7%) and 
aged between 29 and 42 years (mean 34.1, SD 3.63). Most were the primary 
caregiver of two or more children (66.7%). They majority had either a university 
degree (53.3%) or Technical And Further Education (TAFE) certificate (40%) and 
were employed (93.3%) predominantly part-time (86.7%).  
  Focused Questions 
Semi-structured questions were developed from an extensive review of the literature 
and the author’s past experience in fever management research ( Edwards et al. 
2001b, 2003; Walsh et al. 2005, 2006). Four areas were targeted: parents’ knowledge 
and beliefs about fever, method of fever management and sources of information 
about fever management. Questions are displayed in Table 1. 
  Recruitment and Procedure  
An advertisement in Playgroup Queensland’s monthly online newsletter and letters 
distributed to parents of children enrolled at two Childcare centres resulted in 
recruitment of five parents from each area. Interested parents contacted the 
researcher and discussion mode (group or interview) was determined by parent’s 
employment and parenting responsibilities. Six interviews and three group 
discussions were conducted in naturalistic settings (home, office, childcare centre) 
(Green & Thorogood 2004). Both interviews and discussions were conducted with 
parents recruited from Playgroup Queensland or Childcare Centres. 
 
To ensure data comparability, data collection was conducted by one moderator, 
experienced in group discussions and interviewing. All discussions were facilitated 
by the use a semi-structured interview guide finalised following an initial exploratory 
interview (Morgan 2004). See Table 1. Predetermined prompt questions stimulated 
discussion when necessary. Data saturation was reached after two group and six 
interview discussions. A final group discussion with five parents confirmed 
saturation. The moderator ensured equality in group participant’s involvement. 
Group discussions were between 50 and 90 minutes, interviews 20 to 30 minutes. 
Natural groups were used with participants acquainted through work or childcare 
connections (Green & Thorogood 2004). Data reliability was ensured through 
verbatim and audio recording by a data reporter, used previously by the moderator. 
Transcripts were checked with audio recordings and minimal errors, mainly medical 
terms, corrected. Transcripts were forwarded to participants for content checking. 
Ten participants returned transcripts and were satisfied it reflected the discussion.    
 
 
Table 1:  Questions used in semi-structured discussions  
Identifying that child is febrile 
• How do you know when your child has a fever? 
Beliefs about fever 
• What are your thoughts when your child has a fever? 
• Do you find you are concerned about the fever? 
• Are you worried about the height of the fever? 
• Has this changed as your child has grown older – or with successive children? 
Managing fever 
• How do you manage your child when they have a fever? 
• How do you manage the fever?   
• What influences your management of fever? 
Fever management knowledge 
• What do you know about fever?   
• Do you think fever has any benefits?    
• Do you think fever can be harmful?  
Learning to manage fever 
• Can you remember where you learnt how to look after a child with a fever? 
• What information is needed by parents about fever management and when?  
 
Data Analysis 
To ensure data trustworthiness and that comprehensive valid data were 
collected multiple discussions were conducted until data saturation was 
achieved and confirmed (Morgan 2004). Data were analysed thematically in 
accordance with Burnard’s (1991) 14 stage method. Emergent themes were 
then linked to develop a category system. The first author and an experienced 
qualitative researcher independently identified themes, categories and sub-
categories for two transcripts. These were checked and deemed to be 
consistent. Remaining transcripts were analysed by the first author according 
to identified themes and categories.  
5.3   FINDINGS 
Findings will be discussed according to the six themes: my child has a fever; fever is 
beneficial, high fever is harmful, influencing factors, managing fever and learning to 
manage fever.  
My Child has a Fever 
Parents associate specific changes in their child’s normal behaviour with fever. 
These include lethargy, agitation or restlessness, irritability, listlessness, withdrawal, 
wanting to be comforted or stay close to a parent, refusing food, babbling in a 
feverish manner or becoming very quiet verbally. Not sleeping well, pulling at the 
ears or flushed cheeks were also reported as signs of fever. Children able to 
communicate verbally tell parents they feel unwell. These behaviours cause parents 
to touch their child to see if they are ‘hot’, indicating a fever.  
 
P9.   With my kids it is that they don't have the energy, usually that's the first sign. 
They get a bit whiny. They won't eat and you go to give them breakfast or something 
to eat and they won't eat. They just are clingy, my daughter is ‘Velcro’…hanging off 
your body. 
   Fever is Beneficial 
Fever was considered a warning signal, alerting parents that something was wrong 
with their child’s body. This was considered to be ‘good’. Some thought fever was 
part of the body’s defence mechanism for combating invading organisms. Most were 
unaware of immunological benefits associated with fever; those who were had learnt 
from health professionals. Knowledge of temperature representative of fever was 
poor, ranging from 37.5ºC to 39.1ºC (mean 38.1ºC, SD 0.5). Parents believed 
temperatures would continue to rise if they were not actively reduced; there was no 
ceiling for temperatures resulting from infection. The discussion below highlights 
that although fever is beneficial there is concern about the height of the fever.  
 
 
P12.   My doctor has told me that fever is good.  He said "Don't panic about fever; 
that is your body is trying to fight whatever is going on in there."  Even though it is 
bad, it is good.  It is trying to get it (the infection) out of the system. 
P15.   I think it is good.  It is the natural way of trying to confront or work over the 
virus. 
P14.   If it is natural and I am only asking a question here - if it is natural, how come 
we give Panadol (paracetamol) to take it down then?  Do you see what I am saying?  
P15.   Yes. 
P13.   I might be able to answer that one.  From where I stand, the reason I give 
them the Nurofen (ibuprofen), Panadol or whatever when they have their 
temperature is because the temperature gets to the level that I don't feel comfortable 
with.  I start thinking of potential fitting or the fact that you know their head is going 
to explode or --- 
P14.   They could end up with brain damage. 
P13.   And so to that extreme, that's why, because the temperature and all the rest is 
good, I ignore it and that's just my way of doing things.  That's not to say they are not 
scary.  Temperatures are scary.  Temperatures can be very scary. 
High Fever is Harmful  
Harm from high fever included febrile convulsions, death, dehydration, a stroke and 
cardiac problems. Most parents indicated high fever, ranging from 38.0ºC to 39.1ºC 
was harmful. All believed temperatures of 40.0ºC and over harmful. To prevent harm 
high fever must be prevented, controlled and reduced. Children were monitored 
closely and antipyretics administered when temperatures did not reduce or continued 
to rise. Medical assistance was sought for temperatures unable to be reduced, 
recurrent and high fevers. In an attempt to prevent harm advice was sought from the 
family general practitioner (GP) prior to a weekend or public holiday, if a child 
remained febrile for more than one day, became listless or lethargic or there was a 
probability of dehydration.  
 
P7.   39 something, 40… I would be concerned if I couldn't get that fever down, that 
whole seizure thing, whether that would cause some sort of brain damage, something 
with the brain. 
Influencing Factors  
Factors reducing and increasing concerns about fever were reported.  
Positive Factors Reduce Concern 
Most parents reported their concerns reduced over time as they learnt to identify 
illness behaviours and differentiate between serious and minor self-limiting illness. 
High temperatures unrelated to illness behaviours were not as worrying.  
 
P1.   It’s quite different now from the first new baby I think. It really does change 
after you have had the second one, I think. Now I don’t worry so much. If you had 
spoken to me in the first six months of my first child, my responses would have been 
quite different. 
 
Behaviours associated with specific illnesses (e.g., tonsillitis and otitis media) were 
learned through consultations with health professionals. Receiving definitive 
diagnoses and consistent medical advice increases parents’ confidence in their GP. 
Parents receiving reassurance of their ability to judge illness severity, use appropriate 
fever management practices and determine when medical assistance is necessary feel 
confident in their own abilities to manage childhood fevers appropriately.  
 
P6.   But because they were so young I went to the GP more for reassurance more 
than anything, more to see what I was planning on doing, for reassurance. So I 
received that reassurance.   
 
Beliefs that immunised children were unlikely to contract serious illnesses and older 
children are stronger and less likely to convulse. Parents can communicate with 
verbal children. Learning appropriate antipyretic dosage and frequency and that 
antipyretics can be alternated increases perceptions of control over fever, reducing 
concerns. Medication information was gathered from medication labels, health 
professionals and pharmacists.  
 
P2.   The real beauty was you can give Panadol and Nurofen.  Because they are two 
different types of medication they won't overdose. You can only give Panadol four or 
six hourly, he would be all right for two hours, then – up again, whereas if you gave 
him Nurofen you could manage it pretty much the whole time without him spiking. 
That was really useful information and I didn't know that to start with.   
Negative Factors Increase Concern  
 
High Temperatures 
The first childhood fever, fever in babies, the firstborn and very young children were 
reported as very worrying. Temperatures that rose rapidly or were not reduced by 
antipyretics and fevers persisting for two or more days increased concerns for all 
parents. In addition to temperature, rashes, high fevers associated with lethargy or 
listlessness, potential serious illnesses and febrile convulsions added to parental 
concern.  
 
P7.  …if they got really sort of quiet, listless kind of, couldn't rouse them or they 
seemed a bit strange. If they were like that and they have high fever then I would be 
worried. 
 
Fear of Serious Illness  
External influences such as media reports, conflicting perceptions of illness severity 
between GP and parent and when GPs do not give a definitive diagnosis increase 
parents’ concerns.  Media reports reinforce beliefs that fever is harmful and indicates 
a serious illness. Reports of children seriously ill with meningococcal disease, rapid 
deterioration of a febrile child with dire consequences and negative outcomes 
following misdiagnosis increase concerns.  
 
P7.   Meningococcal, like every other mother, because you see all these things on 
Today Tonight and A Current Affair (National current affair shows) like that because 
I suppose, right or wrong, they have kind of honed in that message, that you 
probably don't always have a lot of time. 
 
When a definitive diagnosis is not found, parents are told ‘ít’s a virus´, or parental 
concern and belief in illness severity is not reflected by the GP then parents’ become 
increasingly concerned and their confidence in the GP reduces. Dissatisfied parents 
sometimes sought a second or even third opinion from another GP or paediatric 
emergency department. Receiving a different diagnosis or recommended treatment 
from another GP can reduce parents’ confidence in GPs and increase their use of 
emergency departments. 
 
P9.   "It's just a virus." I think how can you just look at them and say "It's just a 
virus." How do you know it's not meningitis?  
P14.   I took him to the doctor and I expressed my concern and they said everything 
was all right and I walked out, knowing he wasn't all right, and he ended up in 
hospital that night for a week and a half so I just don't have a lot of faith in doctors. 
 
Inaccessible family GPs on weekends or public holidays increase concerns about 
their child deteriorating; this causes some to seek medical advice earlier than usual. 
Others wait until their GP is available and worry about their child in the interim. 
Some seek advice from an emergency department. 
P5.   If it is coming up to a weekend, I won't let her go for the, say if it is Friday I 
won't let it go for the weekend.  I will get it checked in case its something like a sore 
throat, ears or coming down with a virus.  It is reassurance for yourself. 
 
Inconsistent Information 
Conflicting information about how to manage fever increased concerns, especially when the 
information came from sources considered reliable and trustworthy, e.g., a child health help-
line, pharmacist, GP or emergency department. Conflicting GP information included 
definitions of fever (38.0°C to 40.0°C), fever is beneficial – not harmful versus administer 
antipyretics every four hours febrile children. Misinformation from other parents included 
febrile convulsions at 38.0ºC; temperatures of 39.0ºC – 40.0°C cause febrile convulsions with 
resulting brain damage. When this occurs worried, anxious parents still need to decide how to 
manage the fever; where to go for information, who to trust.  
 
P3   … one doctor will tell you something different to the nurse or tell you something different 
to the chemist.  That sort of does make it a bit hard sometimes.  
 
Parental Protective Role - Protecting from Harm 
All parents believed fever could precipitate a febrile convulsion. They had incorrect 
knowledge of risk factors for febrile convulsions learnt from, e.g., mothers groups, child 
health books. Parents reported a strong need to control and reduce fever to protect children 
from the harm associated with fever.  
 
P5.   My immediate thought is basically to control the fever so they don't end up having 
febrile convulsions or something like that. 
 
Although antipyretics were used to reduce fever and thereby protect from harm some had 
concerns about antipyretics. Concerns were expressed about medication dosages, the 
possibility of overdosing and the safe length of time to use antipyretics, e.g., five days for a 
young child. Conflicting beliefs make fever management difficult; beliefs that fever must be 
controlled and reduced conflict with beliefs that antipyretics have harmful side effects. 
However, beliefs about the harmfulness of fever were stronger and antipyretics were used to 
reduce fevers. Media reports of accidental paracetamol overdosing contributed to this 
dilemma. However, by alternating antipyretics parents were able to reduce high fevers 
reducing this concern. Alternating antipyretics was considered a safe practice; fever was 
reduced and overdosing with one antipyretic prevented.  
 
P2.   I worry about what effect the drugs have on them.  I do try not to use them but you have 
to. The flipside of that is that I worry about whether it gets too high. If that is going to happen 
there are those two concerns, kind of balancing each other out.  
 
Negative events associated with fever increase perceptions of harm causing parental guilt. 
Parents assumed responsibility for delaying seeking medical assistance for illnesses believed 
inconsequential, e.g., tonsillitis diagnosed as glandular fever, and precipitating a febrile 
convulsion by tepid bathing a febrile child (40°C). Children of three parents (20%) had a 
febrile convulsion increasing antipyretic use and the belief fever is harmful. One parent 
introduced a safe guard mechanism to prevent continued accidental overdosing with 
antipyretics by recording medication administration during febrile episodes.  
 
P9.   We write it on the notice board now because there were two times when I had given it to 
her and half an hour later he had.   
 
Antipyretics are believed to reduce temperatures and therefore prevent febrile convulsions. 
Following a febrile convulsion, parents administered antipyretics as soon as they were aware 
a child was febrile. Only one parent, when the child did not have a recurrent febrile 
convulsion, returned to pre-febrile convulsion management using non-pharmacological 
methods first.  Others continued to reduce all fevers with antipyretics.  
 
P9.   Antipyretics at 38 and a half probably! I don't let it go too high. My daughter had a fit 
once from a high temperature and I was quite frightened by that so I don't usually let it hang 
around for too long. 
Learning to Manage Fever 
Parents reported learning about fever and its management from child health books, doctors, 
child health nurses and help lines, hospitals, emergency departments, professional education, 
biology or physiology lectures at school or university, other mothers, own mother, sisters, 
friends with children and pharmacists. Information from health professionals was most 
trusted. The Internet was not generally a source of child health information. The accuracy of 
information and reliable sites was questioned. Books or a phone call are easier information 
sources, than the Internet, with a child is febrile. 
 
P3   We had phone calls to Mum, we had phone calls to the child health people, visits to the 
chemist, to see what they thought down at the chemist.  We were at the doctor's once.  The 
doctor said "It will be gone in 24 hours."  Finally, the second doctor's was after the hospital 
visit.  
Managing Fever  
Fever management includes identifying the cause for the fever and symptoms necessitating 
medical intervention. They are controlled or reduced by both non-pharmacological and 
pharmacological methods. Children able to communicate verbally were asked how they felt. 
Most parents used non-pharmacological methods initially. These included removing 
additional clothing, monitoring to ensure the child did not get chilled, cold drinks or ice 
blocks and cool/tepid cloths or baths. During hot tropical summers environmental cooling 
included opening windows, using fans and air-conditioners. Most offered fluids although 
some report febrile children were reluctant to drink. Comforting the child, monitoring 
behaviour and encouraging rest were reported by some.  
 
Antipyretics were the first line of treatment for some irrespective of temperature. Others used 
them when non-pharmacological methods were ineffective. Additional methods are 
incorporated when temperatures were not reduced sufficiently within 30 minutes to two hours 
following an antipyretic. These included additional non-pharmacological methods or an 
alternate antipyretic was administered. Some preferred a specific antipyretic, for example 
ibuprofen; others avoided ibuprofen because of side effects, gastrointestinal bleeding and 
triggering asthma. Antipyretic administration ranged from one dose, regular doses of the 
same antipyretic and alternating antipyretics. Antipyretics were administered for temperatures 
ranging from 37.0°C to 40.0°C (mean 38.3°C, SD 0.78°C) and for pain. All parents had used 
antipyretic to reduced temperatures of 39.0°C.  
 
P6.   Generally check their forehead then take temperature, ask them how long they have felt 
this way, try to think of a probably cause, temperature of 38 would probably keep a closer 
eye on them, 37.5 doesn’t worry me.  Lie them down, keep them comfortable, remove extra 
clothing, make sure they don’t get chilled, monitor, if distresses/crying complaining of a 
headache give paracetamol, otherwise offer lots of fluids, cuddle them, sit down next to them 
and pat them, keep them calm, just keep an eye on the temperature, take temperature every 
couple of hours, use a wet flannel, cool/lukewarm bath, prior to medications. Do keep an eye 
on them because one had a febrile convulsion.  
 
Decisions to seek medical advice were influenced by distance to and availability of preferred 
GP. Weekends and close physical proximity increased GP use for advice and reassurance. 
Others living a distance, e.g. 30 minute drive, from their GP delay seeking assistance until it 
is ‘really’ necessary. Parents not confident in local GPs seek advice and reassurance from 
emergency departments. 
Need for Timely,Cconsistent Information 
Parents considered it important for all parents, particularly new parents, to have accurate 
information about fever, common childhood illnesses, signs and symptoms of illness and 
managing a febrile child. Perceptions of the ideal time to receive information were mixed. 
Some recommended during antenatal classes, ‘you are very busy with the baby postnatally’. 
A 2-week old firstborn had a febrile illness. Others recommended post-delivery, before the 
first febrile illness, from a doctor or child health nurse at a well-baby visit or with the first 
immunisation.  
DISCUSSION  
Parents’ fever management practices were influenced by their knowledge, beliefs and 
information sources about fever management. They had limited knowledge of the 
physiological changes and associated immunological benefits of fever. Fever was believed to 
be harmful, requiring active reduction. Some parents dressed febrile children in light 
clothing, encouraged fluids and monitored them prior to antipyretics; others used antipyretics 
as a first line of treatment. Negative experiences during febrile episodes influenced 
management increasing antipyretic use and concern. Initially fever management was learnt 
from a variety of sources. Conflicting information made management decisions difficult 
causing parents to seek further advice, often medical. For most, concerns about fever reduced 
over time or uneventful febrile illnesses.  
  Influence of Beliefs  
Parents believed fever needed to be controlled, treated quickly to prevent it rising any higher 
or harming their child. The range of temperatures considered fever varied 1.6ºC (37.5ºC to 
39.1ºC). Although some believed mild fever beneficial, they were reluctant to allow fever to 
get too high. Parents reported concern about and actively reduced temperatures of 38.0ºC to 
39.0ºC (mild fever) with antipyretics, all reduced temperatures of 40ºC (moderate fever). 
Beliefs of potential harm from fever have been reported previously, febrile convulsions, 
dehydration, brain damage and death (e.g. Crocetti et al. 2001, Karwowska et al. 2002, 
Sarrell i2002). Additional harmful beliefs or stroke and cardiac problems were reported 
indicating Transference of harm to other major organs highlights parental fears; fears that are 
increasing rather than decreasing fever phobia. Fever is not harmful, has a natural upper limit 
and convulsions resulting from fever are benign (e.g. Chang et al. 2000, Chang et al. 2001, 
Kolfen et al. 1998, Lorin 1986).  
 
Beliefs that fever indicates a serious illness were reinforced by media reports of meningitis 
and meningococcal disease and occasions where misdiagnosis resulted in a life-threatening 
event. Kai (1996b) reported this in 1996. Media influences may be greater now than ten years 
ago. Increased media coverage and easy access to information via the Internet could be 
responsible for maintaining and possibly strengthening these beliefs. Interestingly beliefs 
about serious illnesses was tempered with perceptions that older children, three years or 
older, were stronger and therefore more resistant to serious illness than younger children. 
Although appropriate immunisations were believed to protect children from serious illnesses, 
parents were still concerned about meningitis in general and meningococcal meningitis 
specifically.   
  Influence of Parental Role  
Parental protective role creates conflict. Parents believe fever is harmful and must be reduced 
but are worried about side effects from, or overdosing their child with, antipyretics. Despite 
this, beliefs about the potential harm of fever make antipyretic use essential. Most parents 
alternated antipyretics. This practice increased control over fever, reduced fever, maintained 
fevers at a temperature considered safe. Concerns about overdosing with one antipyretic and 
side effects of each antipyretic are also reduced by alternating antipyretics. Similarly to 
parents studied by Lagerlov et al. (2003) antipyretics gave parents a feeling on control, they 
helped parents prevent harm.  
Influence of Experience  
Similarly to earlier work by Kai (1996a) behaviours associated with fever were learnt through 
experience with fevers. Identification of a cause for fever, fever management strategies and 
illness severity were sought books, friends and from health professionals. Parents perceived 
their need for reassurance from health professionals with early febrile episodes as a learning 
experience enabling them to differentiate between minor and serious illnesses and illnesses 
requiring medical intervention, e.g., otitis media, tonsillitis. Positive influences of experience 
were evident in comparisons between earlier negative beliefs, with the first baby, and current 
more positive beliefs. For example, febrile convulsions and brain damage are not associated 
with temperatures of 38.0ºC and high temperatures (39.0ºC) unrelated to illness behaviours 
are not harmful and do not require antipyretics.  
 
Negative experiences during a febrile episode were associated with increased monitoring and 
antipyretic use. Feelings of guilt were associated with perceived inappropriate home 
management, precipitating a febrile convulsion and delays in seeking medical assistance for a 
fever requiring medial intervention, e.g., antibiotics, reflecting a strong sense of responsibility 
to be competent parents (Kai, 1996a). Experiences with missed or unsatisfactory diagnosis or 
being told ‘it’s a virus’ continue to cause confusion and anxiety (Kai, 1996a). Parents 
reporting these experiences frequently sought a second opinion. When beliefs the child was 
ill and/or required treatment were confirmed, trust in general practitioners reduced and 
paediatric emergency departments became the preferred source for medical advice 
influencing both private and public health service use. 
  Influences of Knowledge and Information Sources   
Influences of parents’ limited knowledge about benefits of fever are evident in their beliefs 
and fever reduction practices. Knowledge of fever’s benefits, although limited, was learnt 
from doctors. The endless search for information from a variety of sources created additional 
problems. Information from family, friends, books and health professionals was often 
contradictory. Conflicting information increases concerns about management promoting 
feelings of insecurity. Parents either seek additional information from health professionals 
and literature or base management decisions on past experiences, not necessarily positive 
experiences. 
   Implications for Health Professionals  
Conflicting information about fever management from health professionals is unacceptable. 
Evidence about the benefits of mild to moderate fever and recommendations for antipyretic 
use based on the child’s well-being have been reported in health literature for more than two 
decades (e.g. Schmitt 1984, Kluger, 1986, Lorin, 1986, 1999, Zeisberger 1999, Mackowiak 
2000, Blatteis 2003, Roth et al. 2004). Health professional encouragement of unnecessary 
fever reduction reinforces negative beliefs and can prolong illnesses (Graham et al. 1990). 
Unnecessary antipyretic administration and alternating antipyretics increase the probability of 
overdosing with potentially serious consequences (Kearns et al. 1998). It is necessary to raise 
health professionals’ awareness of these issues. Health professionals must update their 
knowledge and encourage parents to practice in a manner based on the latest scientific 
evidence. Education must target individual parent’s knowledge deficits, beliefs and practices. 
Current myths and misconceptions must be addressed to enable parents to respond with 
evidence-based information when confronted. Evidence-based guidelines for the use of 
antipyretics in mild to moderate fever are necessary.  
  Strengths and Limitations 
This study detailed the fever management practices of parents of well children; the aim was 
achieved and important influences identified. However, qualitative research is not 
generalisable and parents who participated had tertiary education and were from metropolitan 
areas. Therefore findings need to be interpreted with caution. Future studies with larger and 
more representative samples are needed to confirm the findings of this study. 
CONCLUSIONS  
Mixed experiences with and information sources about childhood fevers influenced parental 
knowledge, beliefs and practices. For most, beliefs and concerns about and negative 
consequences of fever reduced over time through experiences with uneventful febrile 
episodes, learning to identify differences between minor self-limiting viral infections and 
serious illnesses, beliefs that serious illnesses were unlikely in immunised children and 
perceptions of increased knowledge. For some, reduced antipyretic use was associated with 
reduced concerns. Negative experiences during a febrile episode, such as a febrile 
convulsion, delayed medical intervention, being told ‘it’s a virus’, receiving conflicting 
advice and media reports of serious illnesses reinforced negative beliefs. Negative beliefs 
encouraged increased antipyretic administration, monitoring and health service usage. Health 
professionals must ensure fever management information provided to parents is consistent, 
based on the latest scientific evidence and made available to parents before their first 
experience with a childhood fever.  
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